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sensations and the physiologic problems associated with the medical diagnosis (Kolcaba, 1995) . They are influenced by the severity of the symptoms of diseases causing physical distress (Falk et al., 2016; Singer et al., 2015) , institutionalized environment (Krinsky, Murillo, & Johnson, 2014) , and the level of self-sufficiency (Brown, Johnston, &Östlund, 2011) . Psychological comfort needs pertain to internal awareness of self, including esteem and identity (Kolcaba, 1995) . They are affected by high prevalence of emotional distress, including depression and anxiety (Lokker et al., 2016) . Spiritual comfort needs pertain to meaning in one's life, and one's understood relationship with a higher being (Kolcaba et al., 2006) . These are affected by religious and cultural bonds of the patient (Rohde, Kersten, Vistad, & Mesel, 2016) , existential anxiety (Kisvetrova & Kralova, 2014) , loss of dignity, hopelessness, and the inability to find the meaning of life (Chochinov et al., 2016; Hemati et al., 2016) . Social comfort needs pertain to interpersonal, family, and societal relationships (Kolcaba et al., 2006) . They are affected by lack of respect for privacy (Ho et al., 2013) and the level of social support and relationships with family and community (Slatyer, Pienaar, Williams, Proctor, & Hewitt, 2015) .
The nurse must react to the needs of end-of-life patients in each dimension of comfort care with appropriate nursing activities. The "dying care" and "spiritual support" interventions from the International Nursing Intervention Classification (NIC) give nurses the tools to efficiently address all of the comfort care needs of end-of-life patients in institutionalized environments. Although these interventions were originally developed for the American cultural environment, they are useful in countries with different cultural traditions and various secularization rates (Bulechek, Butcher, & McCloskey Dochterman, 2008) .
According to the European Association for Palliative Care, "End-of-life care may be used synonymously with palliative care or hospice care, with end-of-life understood as an extended period of 1 to 2 years during which the patient and family and health professionals become aware of the life-limiting nature of their illness. The term 'end-of-life care' is widely used in North America and it has been picked up by regulatory bodies in European countries, sometimes with the understanding that palliative care is associated predominantly with cancer, whereas end-of-life care would be applicable to all patients" (Radbruch & Payne, 2009, p. 282) . In accordance with this opinion, we have used the term end-of-life care in this article.
Similarly to many European and other countries, hospitals and LTCFs in the Czech Republic will be the most common place for deaths in the future (Kisvetrova, Joanovic, Vevoda, & Skoloudik, 2016) . For this reason, it is necessary to evaluate whether nurses provide end-of-life patients with care involving all dimensions of comfort. Therefore, the objective of this study is to ascertain the utilization rate of comfort-supporting nursing activities in end-of-life patients in institutionalized environments within the Czech Republic. The sub-objectives were aimed at determining the relationships between the age of registered nurses (RNs), professional experience, education level, department type, and frequency of specific dimension activity set utilization.
Methods

Design and Sampling
A cross-sectional, descriptive study design was used to conduct the research. The study sample comprised RNs from nine regions of the Czech Republic. The RNs all had at least 1 year of work experience in departments that often take care of end-of-life patients in terminal phases of cancer or other chronic life-limiting disease.
Procedure
The sample size calculation was based on the methodology described by Ticháček (1997) , in which the effective sample size is 1.5% of the defined population at a basic sample size of >50,000. According to preliminary calculations, a minimum of 1,500 distributed questionnaires was estimated, with an assumed 60% return rate of the distributed questionnaires. The head nurses of particular departments were contacted via telephone or meetings to confirm the study in all of the participating healthcare and social facilities. The details of the study, questionnaires, survey procedures, data collection methods, and prospective number of participants in each institution were discussed within one meeting of researchers with head nurses, who were at the same time given the questionnaires and a cover letter for the RNs. The importance of the study was explained with the purpose and the rights of research participants. The cover letters were subsequently distributed by head nurses in the corresponding wards. The completed questionnaires in sealed envelopes were returned to the appropriate head nurses, who in turn returned the sealed envelopes to the researchers. All participants were provided with an informed consent form before enrolment. The study was approved by the Ethics Committee of the Faculty of Health Sciences at Palacký University in Olomouc.
Measures
A structured questionnaire was designed by the authors and presented 31 nursing activities. These activities concerned two interventions (dying care and spiritual support) from the NIC system (Bulechek et al., 2008) . The dying care intervention consists of 24 activities from both psychological and physical dimensions; we used all of the activities in our questionnaire. The spiritual support intervention includes 29 religious and nonreligious activities concerning the human spiritual dimension. Because previous research on spiritual support revealed that 22 of 29 activities occurred extremely rarely in Czech nursing practice (Kisvetrova, Klugar, & Kabelka, 2013) , our questionnaire included only the seven most nonreligious activities.
The activities in the questionnaire were divided into four dimensions of comfort by an expert panel, including a physician, clinical psychologist, and clerical and research nurses. The number of activities was as follows: 11 in the physical dimension; 9 in the psychological dimension; 6 in the social dimension; and 5 in the spiritual dimension. Likert scales were used for assessment of activities, ranging from 1 (always) to 5 (never). A set of demographic data included four factors with a potential impact on providing end-of-life care, as follows: (a) RN age; (b) work experience (in years); (c) type of workplace; and (d) education level of RNs, reported as secondary school (secondary medical schools educated nurses until 2004; the majority of nurses have this type of education in the Czech Republic), high school (education between secondary medical schools and a university bachelor's degree), and university (bachelor's degree). Reliability was tested using internal consistency, which was measured using Cronbach's α coefficient. A value of >0.70 was considered acceptable (DeVon et al., 2007) .
Statistics
The normality of data distribution was checked using the Shapiro-Wilk test. Data with a normal distribution (age) are reported as the mean ± standard deviation. Remaining variables are presented as the mean, standard deviation, and median. Spearman's correlation analysis was used for detection of a correlation between the frequency of activities supporting particular comfort dimensions of the patient and age and work experience of RNs. The Kruskal-Wallis test was used for testing dependency on department type, and the Mann-Whitney U post-hoc test with Bonferroni correction of significance was used for subsequent comparisons of particular department types in couples. The Kruskal-Wallis test was again used for correlation with education of RNs. The logistic regression model was used for determining the predictors of high utilization rate of particular comfort dimension activities. The statistical significance was defined as a p < .05. Statistical software (SPSS Statistics, version 22.0; SPSS, Inc., Chicago, IL, USA) was used for statistical data processing.
Results
A total of 1,500 questionnaires were distributed in 49 healthcare and social facilities in nine regions of the Czech Republic between 2013 and 2015. Nine hundred seven of 1,500 distributed questionnaires (60.46%) were completely filled out and statistically analyzed. The mean age of RNs was 37.8 ± 9.9 years, and they had 15.4 ± 10.2 years of work experience. The most common education was secondary medical school (71.5%). Complete demographic data of the RNs from particular department types are shown in Table 1 . The internal consistency of the structured questionnaire was considered acceptable because Cronbach's α coefficient was 0.92 for the entire questionnaire, 0.89 for the physical dimension, 0.85 for the social dimension, 0.87 for the psychological dimension, and 0.76 for the spiritual dimension.
The least frequently reported activity was "Communicate willingness to discuss death" (mean value on the Likert scale = 3.29 ± 1.16), and the most frequently reported activity was "Treat patient with respect and dignity" (mean value on the Likert scale = 4.74 ± 0.71). Both of these activities are a part of the activity set supporting the spiritual comfort dimension of the end-of-life patient. The highest utilization rate occurred within the physical dimension activity set (mean value on the Likert scale = 4.23 ± 0.56), and the lowest utilization rate occurred within the social dimension activity set (mean value on the Likert scale = 3.86 ± 0.67; Table 2 ). A positive correlation between the physical dimension activity set score and the age of RNs was very poor (r = 0.075; p = .025; Table 3 ). There was a significantly higher set score in hospice facilities in all dimensions in comparison to other types of departments (p < .0001). A significant predictor for the high utilization rate of the physical dimension activity set were LTCFs (odds ratio [OR] = 1.54; 95% confidence interval [CI] = 1.04-2.27; p = .030), hospice care facilities (OR = 10.40; 95% CI = 3.17-34.10; p = 0.0001), and age of RNs (OR = 1.01; 95% CI = 1.00-1.03; p = 0.045). The Hospice Department was a predictor of the high utilization rate for other dimensions ( Table 4) .
Discussion
The results of our study show that the highest utilization rate was in the set of activities supporting physical comfort of end-of-life patients, with the most often reported activities pain monitoring, basic care, and rest promotion. Significant predictors for the high utilization rate of activities focusing on physical comfort were hospice care facilities, LTCFs, and age of RNs. Hong and Lee (2014) also refer to pain monitoring, bed rest, and environment comfort among the most frequently used interventions in hospices. The fact that RNs in Czech hospices used activities supporting physical comfort with a higher frequency than other RNs can be linked to the fact that up to 85% of oncology patients in Czech hospices are in a terminal phase of disease and mortality exceeds 80%. Patients usually have progressive pain that is difficult to manage and other serious physical distresses (IHISCR, 2014) . The RNs do not meet with such a high concentration of this kind of end-of-life patients in other Czech healthcare facilities. The predictor for the high utilization rate of an activity supporting physical comfort was also an LTCF. This can also be influenced by the spectrum of patients RNs care for. Mortality in Czech LTCFs is approximately 20%, and a large group of patients consists of frail geriatric patients and older adults in an advanced stage of dementia (IHISCR, 2014). The frail and elderly patients comprise a highly vulnerable group of end-of-life patients, in which physical comfort needs pertain mostly to pain, high dependency, and increased demands for basic nursing care. A further predictor for the high utilization rate of the activity set supporting the physical comfort of patients was the age of RNs. Activities of basic nursing care demand an active presence and physical contact of a nurse with a dying patient. This can be very difficult for young nurses, and it is often connected to their fear of death. Previous research confirmed that higher age has a positive influence on attitudes of nurses towards end-oflife patient care (Lange, Thom, & Kline, 2008; Park, & Yeom, 2014) .
In the case of psychological comfort, the only predictor of high utilization rate for activities was hospice care department. In the context of Czech health care, Czech inpatient hospices represent a specific care system for the terminally ill similar to those of other countries (Kelley & Morrison, 2015) . Bailey, Moran, and Graham (2009) also confirmed that hospice nurses assess activities supporting psychological comfort as one of the most important for patient support. The fact that these activities were reported by RNs in other Czech departments less frequently than in hospices can be related to the current situation in the Czech healthcare system in which performance and time efficiency are preferred. This leads to a situation in which time-demanding activities supporting psychological comfort are regarded as a luxury (Chan, Jones, Fung, & Wu, 2011) . The least reported activity from the perspective of RNs was "Support patient and his family to share their feelings concerning death." Atomization of today's Czech society manifests in the increasing number of people living alone, and the breakdown of multigenerational families and secularization, which results in changes in the value hierarchy changes in individuals. This trend has an impact on social behavior and intergenerational ties (Sak, & Kolesarova, 2012) , which limit the opportunities of the nurse to support the patient and family to share their feelings concerning death.
For spiritual comfort, the only predictor of a high utilization activity rate was again hospice care department. Currently, there are mostly low-skilled staff focusing predominantly on basic nursing care concerning biological needs in LTCFs and retirement homes in the Czech Republic. Because of the shortage of RNs, there is not enough time for promoting activities supporting spiritual a Average on the Likert scale (1 = never; 2 = rarely; 3 = sometimes; 4 = often; 5 = always).
comfort; however, hospices provide specialized palliative care via a multiprofession team, including spiritual assistants. The number of nurses here is higher than in LTCFs, and therefore there is time for spiritual comfort support. Active participation in religious activities by RNs is rare in Czech nursing practice (Kisvetrova et al., 2013) . Activities included in our survey represent the aforementioned activities by RNs that fulfil patients' spiritual needs, but without active RN involvement in religious rituals, including communication about spiritual and existential issues with patient and family. This kind of support can be provided by RNs without religious persuasion, which is typical for highly secular society. During the last population census in 2011, only 20% of the Czech population declared to be religious and nearly 50% of citizens did not answer that question (Czech Statistical Office, 2016) . This finding is evidence that religion in the Czech Republic is perceived as a very personal matter and people are not willing to share their beliefs with others.
This finding also confirms the rising trend of departing from institutionalized religiosity, which is similar to other European and non-European countries (Central Intelligence Agency, 2015) . Furthermore, Tornøe, Danbolt, Kvigne, and Sørlie (2015) state that nurses who do not consider themselves very religious see religion as a private and personal matter. The activity set focusing on social comfort had the lowest utilization rate. The only predictor of a high utilization rate for these activities was hospice care workplace. Czech hospices offer maximum support of contact between family and patient and enable a continuous stay for family members in the room with the patient. This represents the optimum combination of an institutional care system and elements of social comfort in a home environment in which the patient experiences the end of his or her life together with his or her immediate family. In other Czech healthcare facilities, it is very difficult to arrange for the permanent presence of a family member with the patient. The activity "Facilitate discussion of funeral arrangements" is one of the least reported activities. This finding can be linked to the increasing practice in the Czech Republic of the deceased being buried without a collective funeral ceremony. This practice emerged in recent decades and is unique in the European and worldwide context. The International Social Survey Programme reported that approximately one fourth of the Czech population wishes to have a secular funeral and one fifth would like to be buried without any ceremony. The rest of Czech society does not care which of these options will be selected for their funeral. Due to the high secularization of Czech society, the traditional social commitment concerning a religious funeral as a moral obligation of survivors in relation to the deceased is declining; however, a secular burial ritual is not seen as binding as a church funeral, and therefore it is a matter of choice rather than a duty (Nesporova, 2011) . The very low frequency of the activity "Facilitate a discussion of funeral arrangements" is only an acknowledgement of this trend in Czech society.
No significant correlation between RN education and the utilization rate was found in any comfort dimension, and there was no predictor of a high utilization rate for these activities. The explanation for this finding may be that secondary medical school, high school, or university education provides the nurse with an equivalent amount of knowledge regarding palliative care, which is why the level of education in nurses in the Czech Republic itself has no significant impact on the utilization rate of activities supporting particular comfort dimensions for end-of-life patients. In addition, no significant correlation between the length of work experience amongst RNs and the utilization rate of activity while caring for end-of-life patients was found. This finding could correspond to the fact that not all RNs with longer work experience had worked in departments where they would encounter death. Higher RN turnover among particular types of workplaces within a single healthcare facility is the consequence of a decreasing number of urgent beds in departments and a lack of nurses in Czech hospitals.
The study's limitation should also be mentioned. We were unable to find a standardized survey that would address the study goals. The items were formulated based on the international classification (NIC).
Implications for Practice
The results of this study showed that RNs in hospitals and LTCFs focus insufficiently on the spiritual and psychosocial comfort of end-of-life patients. Although the results of this study might have been predictable, it is the Note: CI = confidence interval; OR = odds ratio.
first study that provides a baseline for this behavior of nurses caring for end-of-life patients. This study may be of particular significance to educators of the next generations of nurses not only in the Czech Republic, but also in other countries with a high rate of institutionalized dying care. So-called soft skills should be developed in nursing students by direct experience with psychosocial and spiritual comfort care needs of end-of-life patients.
Conclusions
With the exception of hospice departments, nurses used activities encouraging psychological, spiritual, and social comfort for end-of-life patients less frequently than activities in the physical dimension. Because it can be assumed that hospitals and LTCFs will remain the most common place for deaths in the future, it is necessary to implement comfort-supporting nursing activities in these facilities.
